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This was an offsite Licensure Investigation 

Survey

Survey Date:  February 18, 2025

Facility:  #013766

This State Residential Finding is cited in 

accordance with 410 IAC 16.2-5.

Quality review completed February 18, 2025

R 0000  

R 9999

 

Bldg. 00

16.2-5-1.1 Licenses

(1)  The facility shall submit a renewal application 

to the director at least forty-five (45) days prior to 

the expiration of the license.

This state rule was not met as evidenced by:

Based on document review, the facility failed to 

ensure it had timely renewed their license to 

operate as a residential care facility before their 

current license expired on January 31, 2025.

The agency received the facility's renewal 

application and payment post marked February 2, 

2025, which was not at least 45 days of the current 

license expiration date of January 31, 2025.

R 9999 R9999

What corrective action will be 

accomplished for the deficient 

practice.

 

The facility will ensure that the 

facility annual renewal application 

will be submitted timely to ensure 

submission 45 days prior to 

expiration of existing license.  The 

Administrator will submit 

completed license renewal and 

submit the application and 

payment 45 days prior to 

expiration of current license.

 

What measures will be put into 

place or what systemic changes 

the facility will make to ensure 

that the deficient practice does not 

recur.
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The Administrator will initiate and 

direct the completion of the 

renewal form and payment to 

ensure submission 45 days prior 

to expiration of current license.  

This will include coordination to 

get ownership information updated 

and check request processed in a 

timely manner.

 

How the corrective action swill be 

monitored to ensure the deficient 

practice will not recur, i.e., what 

quality assurance program will be 

put into place.

 

The Administrator will process the 

application renewal form as soon 

as it is received from the Indiana 

Department of Health.   The 

Administrator will monitor 

beginning in November 2025 for 

the application form arrival and will 

work to complete and submit 

application by December 15, 

2025. 

 

 By what date the systemic 

changes will be completed. 

The effective date of this correction 

is February 25, 2025.

 

State Form Event ID: Y8P411 Facility ID: 013766 If continuation sheet Page 2 of 2


